This article offers a glimpse into the relatively hidden practice of self-injury: cutting, burning, branding, and bone breaking. Drawing on eighty in-depth interviews, Web site postings, e-mail communications, and Internet groups, we challenge the psychomedical depiction of this phenomenon and discuss ways that the contemporary sociological practice of self-injury challenges images of the population, etiology, practice, and social meanings associated with this behavior. We conclude by suggesting that self-injury, for some, is in the process of undergoing a moral passage from the realm of medicalized to voluntarily chosen deviant behavior in which participants' actions may be understood with a greater understanding of the sociological factors that contribute to the prevalence of these actions.
L ong a subterranean topic, the deliberate, nonsuicidal destruction of one's own body tissue emerged from obscurity in the 1990s and began to spread dramatically. Self-injury has gone by several names, though self-harm and self-mutilation have been the other most common appellations. 1 While any language may suggest an implied judgment about the behavior and selfinjury certainly invokes a more favorable connotation than self-mutilation, we use the term self-injury since it was used by our respondents most frequently. 2 Although a range of behaviors may be considered self-injurious, including eating disorders, excessive laxative use, and extreme body modification, among others, we focus here on those specific behaviors that have been identified by the psychiatric and medical communities as falling into this specific syndrome: self-cutting, burning, branding, scratching, picking at skin or reopening wounds, biting, head banging, hair pulling (trichotillomania), hitting (with a hammer or other object), and bone breaking. 3 Evidence of intentional self-mutilation traces back to Greek and biblical times (Favazza 1998) , although throughout most of history, there has been little awareness of the phenomenon; participants acted in a social vacuum. Sometime in the late 1990s, public knowledge of self-injury began to rise, and depictions of it appeared in books, films, television shows, magazines, newspapers, and other media. 4 Several celebrities came out and admitted their self-injury, 5 and discussions of it flourished among teenagers. This burgeoning awareness, although limited in scope, spread fairly rapidly through certain segments of society-adolescents, young adults, educators, doctors, psychologists, and social workers-leading Favazza (1998) to suggest that it had "come of age." Greater public knowledge affected the way self-injurers thought about themselves and were regarded by others. Early in the 2000s, Internet sites that were focused on self-injury began to appear, complete with public chat rooms and newsgroups in which people could interact, anonymously but with great intimacy. In this article, we describe how the behavior of, attitudes toward, and social meanings of self-injury have changed.
The extant literature on self-injury largely comes from a psychiatric or medical perspective and is often treatment oriented in its focus; there are few systematic or rigorous studies of self-injury from a sociological perspective (save Hodgson 2004) . Since the majority of these studies have been conducted on individuals with a history of psychiatric treatment , little is known empirically about self-injury among people who are not clinical inpatients (Suyemoto 1998 ). Yet, most self-injurers never seek the help of mental health professionals (Conterio and Lader 1998) , and a larger percentage of the incidences of self-injury never come to medical attention. The behavior is generally carried out secretively, as wounds may be superficial and easily self-treated (Gardner and Chowdry 1985) . The majority of self-injurers are functional and thus remain hidden within society. We fill this void in the literature by drawing on eighty in-depth, unstructured interviews with college-student and adult self-injurers. We shed new light on populations about which little has been previously written: long-term chronic users, youthful participants who have remained outside of treatment, and people who feel positive about their self-injury.
Historically, self-injury has followed the broader moral passage of mental illness: theologically viewed as sinful and evil during the Middle Ages (Bissland and Munger 1985) , it was recast in contemporary times under the rubric of the disease model (Conrad and Schneider 1992) . We examine the psychomedical portrayal of self-injury here and debunk it from a sociological perspective. Our analysis casts self-injury as a complex process of symbolic interaction rather than as a medical problem, with broader implications for its changed social definition from a psychological form of mental illness to a sociological form of deviance.
We begin by discussing the literature on self-injury and its grounding in the psychomedical field. We then outline the nature and sources of our data. We examine the changing demographics of the self-injury population, the ways people learn to self-injure, the factors affecting how they do it, and the ways people embrace it as they collectively forge an online subculture. We conclude by discussing issues involving the meanings of self-injury in people's lives and the implications of these meanings for the social definitions and stigma surrounding this behavior.
Psychomedical View of Self-Injury
Self-injury has traditionally been discussed within the parameters of the psychological and treatment professions. The canonical bible of the psychiatric field, the Diagnostic and Statistical Manual of Mental Disorders (DSM: American Psychiatric Association 2000), does not list self-injury as a disorder unto itself but rather as a symptom of several other disorders, most notably those having to do with impulse control. It is lodged primarily within the "dramatic-emotional" dimension and associated as an occasional side effect of borderline personality disorder (BPD: inappropriate anger and impulsive self-harming behavior; see Schaffer, Carroll, and Abramowitz 1982) , antisocial personality disorder (the tendency to be aggressive or to have reckless disregard for personal safety; see Virkkunen 1976) , histrionic personality disorder (a pervasive pattern of excessive emotionality and attention-seeking behavior often enacted through physical appearance; see Pfohl 1991) , posttraumatic stress disorder (sometimes resulting from rape or war; see Greenspan and Samuel 1989; Pitman 1990) , various dissociative disorders (including multiple personality disorder; see Coons and Milsteinnature of participants, Patti took the lead role in gathering data. In searching for subjects, we began with a convenience sample of individuals who heard on one of our campuses, through radio interviews, or through the grapevine that we wanted to talk with people who self-injured. We required those who were interested to contact us via e-mail, preview the consent form on our Web site, and ask for an appointment. These interviews were conducted in our campus offices or at private places chosen by our subjects. Much to our surprise, dozens of volunteers stepped forward to be included in the study.
In addition, beginning in 2001-2002, we began to explore the Web sites and public postings of self-injurers. We joined several Internet self-injury groups as overt researchers and became active participants in group discussions. Because of the intimate nature of virtual communication (Chen, Hall, and Johns 2003; King 1996; Mann and Stewart 2000) , we formed several deep and enduring relationships with people in different friendship circles that lasted for years, and we discussed with people the features of their ordinary lives and rallied around them during their many crises. We worked, with others, on the difficulties of supporting people who were disembodied and distant. Together with them, we learned to discern the seriousness of people's suicidal threats, their claims of abstinence, their presentation of different personas under different pseudonyms in different groups, and the consequences of flame wars. We networked through bulletin boards, MySpace, and the hundreds of self-injury-related Web Usenet support groups.
We collected thousands of Internet communiqués and e-mails including those posted publicly and those written to and by us. Like other cyberresearchers (Chen, Hall, and Johns 2003; King 1996; Mann and Stewart 2000; Waskul 2003 Waskul , 2004 Waskul and Douglass 1996) , we primarily used our Internet connections as a means of recruiting subjects for this endeavor. The telephone interviews we obtained through these channels ranged in location all over the United States, Canada, and Great Britain. Of the eighty interviews we completed, thirty-seven were with people who used the Internet in connection with their self-injury.
These interviews were unusually emotional and intense, lasting anywhere from one to four hours. Although some people were initially concerned about being judged by an outsider, the topic's intimate nature and our valueneutral stance led to the establishment of fairly deep rapport rather quickly.
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People began by telling the story of how they grew up, what their family life was like, and how they discovered self-injury. Since much writing has associated self-injury with some past trauma, we were especially careful when probing about such events. Most people discussed past verbal, physical, or sexual abuse, and some traced their current emotional distress or pain to the relatively common traumas of adolescence, such as peer rejection or parent-sibling favoritism, but others insisted that their childhood had been basically happy. 9 More than a dozen of these people have remained in contact with us, continuing to share their evolving ideas and life experiences. We have counseled these individuals on their education, romantic involvements, parental relations, job searches, and traumatic experiences.
Following this natural-history approach, the interviews then moved to specific concepts that evolved inductively during the course of the project (Becker and Geer 1960) . At the end of the interview, Patti asked each subject what made him or her volunteer to come forward. Nearly everyone said the same thing: they wanted others who self-injured to know that they were neither alone nor crazy, and they thought that by sharing their experiences with us, we would write something that would shed light on selfinjury for others.
Epistemologically, these conversations, relationships, and interviews are grounded in the value neutrality of the interpretive, Weberian tradition of the Chicago School. Rather than remaining strictly detached from our subjects, we became involved in their lives, helping them and giving voice to their experiences and beliefs, which is considered by some postmodern ethnographers and liberal feminists a form of advocacy. Yet, radical feminists view self-injury as violence against women and regard people who speak about it nonjudgmentally (even in giving voice to others) as supporting the hegemonic order of patriarchal oppression (Jeffreys 2000) . To the extent that we present our subjects' perspectives, our value neutrality is seen, then, as a moral relativism that ignores the inherently oppressive nature of selfmutilation. On the contrary, we maintain that we are giving power to people who have been mostly unheard and misunderstood.
Social Characteristics of Self-Injury
The self-injurers we observed differed markedly from the descriptions in the psychomedical model. Not only were they more diverse in their composition and character, but their thoughts and actions varied as well.
Types of Self-injurers
The psychological view of self-injurers is circumscribed, consisting primarily of the population seeking treatment. Clinicians and scholars suggest that this behavior starts in early adolescence, with most practitioners' desisting after adolescence (Favazza 1989; Favazza and Conterio 1988; Hodgson 2004; Kiselica and Zila 2001; Suyemoto and MacDonald 1995) . 10 Girls are generally considered more frequent participants than boys (Favazza 1998; Kiselica and Zila 2001; Ross and Heath 2002) . 11 Like eating disorders, selfinjury is seen as located primarily among an educated, middle-or upper-class population (Kiselica and Zila 2001) that is disproportionately Caucasian (Ross and Heath 2002) .
Prevalence estimates have been hard to formulate, with data based on inpatient psychiatric wards and emergency room (ER) admissions. The numbers of self-injurers have been approximated as ranging from 10 to 20 percent of all psychiatric inpatients, with 40 to 60 percent in the more concentrated adolescent population.
12 Emergency room data are more confusing to isolate, since most self-inflicted injuries consist of suicide attempts.
13 Psychologists then attempted to extrapolate from these data to the prevalence of self-injury in the general population, offering guesses of between 1 and 4 percent of the at-large population, with up to 20 percent of the adolescent subgroup.
14 Unfortunately we lack broad-scale epidemiological data from sociological surveys to help refine these assessments.
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Structurally Disadvantaged Populations
More recent studies and our own data have found the widespread practice of self-injury in broader populations. Self-injury has become much more common among those who suffer and lack control over themselves, such as homeless street youths (Ayerst 1999) . Tyler et al. (2003) suggested that selfinjury has increased in prevalence among this population because of childhood family abuse, participation in deviant subsistence strategies, street experiences, and frequency of victimization. Tyler et al. proposed that these youths use self-injury to regulate the overwhelming emotions they experience as a result of their stressful life events, with some using it to becalm themselves, others turning to it for self-punishment, and others desiring the infliction of pain. In their sample, Tyler et al. found that 69 percent of the people they encountered had self-injured at least once, with no significant differences noted between men and women. Of this population, only 12 percent had ever received medical attention.
Self-injury also appears to be growing rampantly among prisoners, especially juveniles. The practice of self-injury in women's prisons has been discussed since the 1990s (see Babiker and Arnold 1997; Borrill et al. 2005; Fillmore and Dell 2000; HM Prison Service 2001; Heney 1990; Kilty 2006) . Its prevalence has also been noted among juvenile delinquents (see Matsumoto et al. 2005; Penn et al. 2003) . Matsumoto et al. (2005) found that in the juvenile detention facility they studied in Japan, 16 percent of the inmates had cut, and 36 percent had burned themselves at least once. The large majority of these studies reject the model of self-injury as solely arising out of mental pathology, arguing instead that it primarily represents a form of coping mechanism, a resistance strategy, or even a cry for help.
It has commonly been assumed that self-injury, like eating disorders, is a practice of white, wealthy girls, but as with eating disorders, we are increasingly finding self-injury among boys, men, people of color, and those from lower socioeconomic statuses. Hanna (2000) found that while emergency room hospitalizations for whites were 56 out of every 100,000 admits, blacks were admitted at a rate of 39 per 100,000 people, and people of races other than black or white were 73 out of 100,000. Our data supported the spread of self-injury to girls from rough inner-city backgrounds, especially those in the foster care system. Particularly vulnerable are homeless youths, prison populations, and people from the lower strata of society who suffer from structural disadvantages in society.
Alternative Youth Subcultures
We also found a growing number of self-injurers who belonged to alternative youth subcultures. Some reported that they hung out with "the wrong crowd" and acted out or were drawn into countercultural groups such as Goths. They were nihilists who delighted in showing off by burning or cutting themselves. Natalie, a twenty-two-year-old college student, reflected back on her junior high school friends:
Eighth grade was the point at which I really started getting sociable, identifying with this alternative subculture. It wasn't like I hung out with the freaks and the rejects and, like, the outcasts. I definitely was in the subculture of the stoners and the punks, and we hung out on the bridge and I started smoking and doing drugs and, um, at that point I associated with more people who also hurt themselves.
Others joined similar groups as a mode of teenage rebellion, to shock their parents or town (see Fox 1987 on punks and Haenfler 2006 on straightedgers). For example, Maggie, a twenty-five-year-old nurse, secretly selfinjured as a youth to rebel against her family's strict Mormon beliefs.
Vanessa, a twenty-year-old college student, noted that she was currently part of a group that engaged in both self-injury and decorative body modification. Lauren, a twenty-one-year-old college student, had a circle of lesbian friends that used self-injury in their rituals. 16 Men often self-injured by burning, shocking, or branding themselves as part of male homosocial bonding rituals.
17 Self-injury was also frequently practiced in sexual blood play. Finally, self-injury could be the province of young, trendy youths who did it to be "hip." Cindy, a nineteen-year-old retail salesperson, recounted how people showed others that they were cool:
I know there's this one site you can go to, I think it's called bluedragonfly or something like that, where they actually sell self-harm bracelets, and if you have one of these bracelets you're in the clique or something. You're supposed to wear them on your arms to cover your scars, and the more bracelets you have the more advanced you are in self-harming. So I guess it's something people can do to be cool.
Typical Adolescents
Beyond these populations, a larger group consisted of teenagers suffering adolescent stress. Although the psychological literature suggests that selfinjurers come from backgrounds of abuse and neglect, many had unremarkable childhoods. Sally, a twenty-two-year-old college student, asserted that she came from a close and contented family. Tracey, an English woman in her early forties, noted, "I've been self-harming for twelve years. I've got no history of abuse, and my recollections of my childhood are happy, so why do I SI [self-injure]? Who knows?" Sometimes, small events felt overwhelming to individuals going through the difficulties of adolescence. Mandy, a twenty-two-year-old college student, noted, "My stepfather used to make fun of my weight or call me ugly." Another young woman believed that her mother liked her sister better than her, while a teenage boy became depressed when his father remarried and the new wife brought in a stepbrother.
Some self-injurers rooted their unhappiness in peer social situations. Rachel, a twenty-three-year-old college student with an intact, happy family, blamed her friends for driving her to self-injure:
It happened the first time when my group turned against me for some reason. They alienated me for a week straight, they started rumors about me. I didn't go to any activities that week and I didn't even go to school. I was so sad, it just started. I was crying and so upset and couldn't stop crying, and I just took a coat hanger, and that's how it started.
Others turned to self-injury because they felt they had no friends, describing themselves as loners. Alice, an attractive twenty-two-year-old college senior, noted, I never had very many friends in school, I still don't. I always felt pretty isolated and I took that to heart, felt that there was something wrong with me, I've always felt like people don't like me and I don't fit in and I didn't really know why.
Jennie, a twenty-one-year-old college student, rooted her unhappiness leading to self-injury in a romantic relationship. "I guess I was having a difficult time in general, puberty, school. I had this boyfriend, it wasn't the most healthy relationship, and I wasn't getting along very well with my sister. So I think I blamed myself for everything, and I guess I took it out on myself."
Romantic traumas, while an occasional cause of girls' self-injury, were a more significant factor cited by boys. Breakups, fights, or other forms of rejection turned them inward to cut. Others from typical family backgrounds turned to self-injury because of school stress, overcommitment in extracurricular activities, and a driving sense of perfectionism. Sometimes, when people failed to meet up to their or their family's expectations, they punished themselves. Sally, a twenty-one-year-old college student, described her decision to self-injure:
It was a rough time for me. I got miserable. I just didn't feel like confiding in my parents. They probably would have been a great resource of help, come to think of it, but I was at that age where I wasn't comfortable talking to my parents about that sort of thing, and I felt no one understood. So my friend told me about her newfound technique, and I tried it as something that may unleash some of my stress. And it kind of was, which reinforced it. Kantrowitz and Springen (2005) have suggested that this generation of adolescents faces unique pressures. They are more likely to be from divorced or unstable families, to abuse substances, to have eating disorders, to struggle with depression, and to commit suicide (Coleman 1987 (Coleman , 2004 Swift 2006) . Some youths experiencing all of these issues struggle to differentiate themselves from the crowd as having "real" problems. Dialogue from the HBO drama Six Feet Under in 2005 suggests that self-injury may be the current popular form of expressing "teenage angst": Many people continued self-injuring, either continuously or intermittently, into adulthood. Contrary to extant knowledge, roughly two-thirds of the "regulars" we encountered on the Internet were older than twenty-five, and half were older than thirty-five. Melissa, a thirty-nine-year-old college clerical worker, described the people with whom she interacted on the Web daily:
They just do it and do it for all these years and it just becomes a part of their life. For example, a woman on one support group, she's self-harmed for over twenty years and not a single soul knows about it except the people she writes to on the Internet. She's not in therapy, she doesn't go to a doctor or anything, and she just continues to do it. Many of our contacts saw self-injury as a "burgeoning epidemic." Ross Droft, a suburban high school health teacher, estimated that out of the 3,800 adolescents in his school, 30 percent cut themselves. Hannah, a nineteenyear-old college student, discussed the prevalence in her former high school:
Among teenagers it's so rampant. I'd run across people that I'd known for years, and I'd see them in the bathroom with their sleeves pulled up so they could wash their hands and I'd glance over and see a little mark that I could identify as injuring. And I'd be like, "Oh, god damn. Look at that! Another." Cindy, the nineteen-year-old salesperson, summed it up by saying, "I think it's a very quiet epidemic. It's very hush-hush."
Long-term Chronic Users
Beyond these populations is a group of older self-injurers who have been cutting, burning, and picking at scabs for at least a decade. Most of these people started when self-injury was relatively unknown and engaged in the practice surreptitiously. Ranging in age from their late twenties to their forties and early fifties, most of those we located had reached out to join virtual communities. This strongly suggests that many older, long-term participants are still self-injuring in isolation, possibly unaware that there are others like themselves or that self-injury is even a phenomenon (see Adler and Adler 2005) .
Differentiating people who stay with this behavior from those who relinquish it after a shorter period of time is difficult. They may appear, to others, to be no different from any other people. Danielle, a thirty-fiveyear-old housewife and mother of three, commented on this in an e-mail communication:
I think a lot of people think of SI as gothic or depressed kids who will go murder people, that we're that kind of group and it's not for people, like me, who are educated or otherwise look normal, but they don't know.
Most people described themselves as similar to Danielle, but there were others who were not as functional. Mary, a forty-two-year-old former university administrator, married with two children, had succumbed to severe depression and not left her bedroom for two years. Linda, a divorced fortyyear-old former medical transcriptionist, had to quit her job and was now living on supplemental security and Medicaid. Others were similarly afflicted, not able to work and struggling with maintaining face-to-face relationships.
The reasons they gave for their self-injury varied as well. Some interviewees had a history of physical or sexual abuse, either in their childhood or early adulthood. Danielle, the thirty-five-year-old housewife, had been repeatedly incested by her brother during adolescence. She remarked, "I know, in my experience, most of the cutters I've talked to are survivors of some type of abuse as a child." Linda, the forty-year-old former medical transcriptionist, married a man who ended up verbally and sexually abusing her.
Yet others have no apparent severe problems. Amy, a twenty-eight-year-old bookkeeper for a private, nonprofit foundation, came from a more sanguine background. "I think that I grew up pretty privileged. I never was abused in any way. I really can't, I think I had a pretty happy childhood for the most part. So I can't, most of my memories of my childhood I guess are fond memories." She differentiated herself from the self-injurers who had both "teen angst" and "serious mental problems," saying that she couldn't relate to either group.
Trying to explain what prompted her to self-injure, she reflected:
I think that it's just, I like the way I feel when I do it. I like having it, just being able to think that I can cut later helps me sort of deal in the moment with things that might be stressful. I honestly can't understand why people wouldn't cut themselves.
Lisa, a thirty-one-year-old librarian, expressed her frustration in trying to typologize older self-injurers:
Everything I've seen, I find inadequate. I read, or I talk to people, or I see stuff online where people say, "Oh, everyone who cuts themselves was abused as a child," or, "Everyone who cuts themselves would be a coke addict." Or, there are all kinds of connections, but I don't think that they're as clear as people say. Because I find that people are always trying to attribute it to one thing, and it doesn't seem that clear cut to me. Yet, all of the self-injurers we encountered were troubled in some way. Some were repressed; some were depressed; some used it as a coping strategy. Denise, a thirty-one-year-old sales clerk from Scotland, discussed her self injury as "often ritualized, more severe, sometimes a part of daily life. I understood what motivated it, what benefits it brought as well as the costs. I don't think of it as deviant but as a coping mechanism gone wrong."
Many long-term self-injurers had been steadily engaged in this practice for twenty years or more. Others oscillated in and out of the behavior. Danielle quit for four years when she was pregnant and her children were young, but returned to it before the birth of her third child. Johann, a thirty-eight-yearold German man, had periods when he mostly abstained, although he reported that it was back to "often" again. He used alcohol or self-injury to "distract" himself from his problems, often when he got depressed. Danielle's greatest fear was that her daughter would learn about her self-injury and model the behavior.
The majority of people who had self-injured for a long period had no intention of ever stopping. Danielle thought that she was a bad person and would always deserve to hurt herself. Denise saw it as a lifelong tool for managing her depression. Amy expressed her attitude this way:
I think I'll probably always do it. I don't feel, it's really a non-issue for me. I don't ever think about stopping. It's not something that I want to stop, but it's not something that I feel like I need to stop. So it's just kind of what I do.
Yet, a few people had abated their use after many years, either through therapy or with the help of online peer support and education. Younger, short-term injurers were more apt to mature out, but those who made it a significant part of their lives had a harder time relinquishing it. Many of these people remained in online communities, helping others, as a way of maintaining their abstinence (see Brown's 1991 similar discussion of professional-exs).
Learning to Self-Injure
In contrast to the psychomedical literature's focus on why individuals self-injure, a sociological perspective addresses the influence of social structure, culture, and interaction on how people engage with it. A variety of social factors have influenced the way people initially came to learn about self-injury.
The nature of individuals' initial onset may significantly be connected to when they began the behavior. People who engaged in self-injury before 1996, about the time when it emerged more publicly, discovered this behavior on their own.
18 Alice, the twenty-two-year-old college senior, reflected on her initiation to cutting:
A: And I don't really know why I started to do it. For some reason it just was something that I think I just did almost accidentally for the very first time I did it, I was probably twelve or thirteen [note: 1992] , and for some odd reason got some sense of relief out of it. Q: How, accidentally, did you happen to do it? A: I think I was just messing around with a sharp knife and just happened to inflict it, maybe just even out of curiosity, on one of my own fingers. For some reason I don't know what it was, maybe the adrenaline you get out of it, if you're feeling down, it provides a sense of relief for you or something.
Many of these early people, like Alice, cut themselves while shaving, got frustrated and punched walls or trees, or fell down and injured themselves, only to find that they liked the effect. Unaware that others self-injured, they learned it on their own and regarded it as their private, special way of making themselves feel better.
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Beginning in the mid-1990s, people often heard about self-injury before they tried it. Megan, a nineteen-year-old college student, recounted how she learned about it through the media:
A: I was like eleven, I was in sixth grade and I was reading one of those stupid magazines that you know, all of the little girls want to read because they think it'll make them seem older, you know? I think it was YM or something and there was an article about a girl basically talking about her cutting and why she did it and what it was like and the aftermath. Q: So that's nine years ago, so that's '96. What did you think of that? A: Well, I don't know. The way she described it, it was like a way to deal with her mental anguish and these incredible emotions she was experiencing and she felt a lot of self loathing. So when I read that I kind of associated with her. I was like, "Well hey, I feel that way too." And kind of her description of the relief she felt after cutting herself kind of made me wonder how I would feel if I did that. Q: So how soon was it after you saw this magazine article that you tried it? A: Probably like the next day.
Joanna, a nineteen-year-old college student, noted that she heard about it in health class. One day, her teacher taught a segment on it, saying that it was "about stress and emotional problems and how people take out their problems." Believing that she suffered from stress, she thought about trying it. Some, attracted by the allure and intrigue of nonconformity, may be drawn into deviance despite potential, recognizable drawbacks.
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By the late 1990s, people were more likely to have heard about selfinjury from friends or acquaintances. Hannah, the nineteen-year-old college student, learned about it from a "cool guy." In eighth grade, she was in a "pretty cool teen club," and a boy showed her his scars. Prompted by her response, he told her how he got them, and she was impressed. Trying it for the first time that night, she liked the results. In school the next day, he treated her as cool. He told her more about his scars and how to manage them. This became a special bond between them.
Although it was less common for people to actually cut together, the social-contagion effect became more pronounced over time as groups of high school students self-injured and identified themselves through it (see Coleman 1987 on clustering and 2004 on copycatting). Amber, a twentyyear-old college student, talked about how people she knew in high school self-injured because their friends were doing it:
But I think my friend Julie got into a whole cutting thing because of Caitlin and I. She was the last of our little group that got into it. Just because we talked about it and she was going through some rough times and then she turned towards it as well. I think, this is going back to my ex-boyfriend who said, "I just want to define myself in some way," because everyone else was doing it, I think it gives you a sense of belonging to do something other people are doing. So you're in a group or something like that.
From their friends, people learned not only about how to do it but how to interpret it (Becker 1953) . Joanna, who heard about it in health class, then learned more from talking to others. During lunch, a friend casually mentioned that she wanted to cut herself right then. When Joanna asked her why she did it, the girl talked about the way it made her feel and said it was "just such a relief." Joanna, excited by this revelation, realized that her cutting produced an adrenaline rush that took away her frustration and replaced it with the sensation she was seeking. "That rush was probably the best part of the whole thing. And I didn't realize that until I talked to them." By 2000, with the Internet's emerging as more prominent, people began looking for information there. Web sites sprung up that offered personal testimonials and medical facts about self-injury. Amber, the twenty-year-old college student, noted, "I didn't understand it so I just Googled it, and just read all I could on it to try and understand it." Even though she found the descriptions graphic and disgusting, she was curious, so she cut herself on her ankle. From there, she slowly began to self-injure regularly.
People who came to self-injury because they were curious or they wanted to belong were much less likely to exhibit the impulse-disorder symptoms and pathological family backgrounds described in the psychomedical literature. They learned that self-injury existed, how to do it, and how to perceive and interpret the effects, and they formed identities and social groups around it.
Engaging in Self-Injury
People who liked self-injury practiced the behavior in varying ways. Psychologists believe that self-injury is most likely to occur because people cannot control their impulses, are histrionic, seek attention, need to alleviate frustration, and act in the here and now. We, too, found many who did it impulsively, ducking into school restrooms to cut in toilet stalls, selfinjuring when they were drunk and depressed, or doing it whenever the mood struck them.
However, we also found people who self-injured in an intentional, planned, and deferred manner. Rather than being totally at the whim of their impulses, they debated, evaluated, and assessed the decision to self-injure, both in initial phases of their involvement and in later returns to the behavior. This type of instrumentalism often drives people in purposive actions toward pursuing particular interests, objectives, and conveniences (Prus and Grills 2003) . 21 We noted several ways that people self-injured in this more sociological form.
Many people who followed the instrumental mode delayed their selfinjury until they were ready to do it. People picked a convenient time because they could hide it better or they would enjoy it more.
22 Some waited until they could get away from parents, until summer was over and they could wear long-sleeved shirts, or until they felt they deserved it. Matt, a twentyyear-old college student, postponed his self-injury while he let the desire build up. After waiting, he moved to self-injure without any trigger. Rather than seeking a release, he did it because it felt good. He described his thinking:
A: So this was a rational decision to me. I'd think about it and I'd always remember how good it felt to do it, so I'd keep doing it. I guess it's kind of the same way that I would do just about anything else. Delayed gratification I guess. Q: So you never sat down and weighed the pros and cons? A: Well a little bit. I'd know that I had to do certain things, like I'd have to make sure I was always wearing long sleeves or that I'd put something over it when I was asleep to make sure it didn't open up again and have, like blood all over my sheets and stuff, because that would be bad. Q: So that would be on the cons side? A: Yeah, but generally I weighed the cons. The cons were pretty easy to get over, but then I guess the cons began to outweigh the pros when I started losing some of my best friends . . . So I was like, I have to stop, as much as I want to do it, I shouldn't. And so I made a conscious decision to stop for a while. The pros weren't good enough to outweigh those cons.
Like Matt, some people weighed the benefits of self-injury against the personal, physical, and social costs. 23 When they felt bad, they knew it would make them feel better. Others, thinking that this was an unhealthy way to deal with their emotions, brushed away their desires and resisted the urge. As they became unhappy, they reevaluated their decision, finally deciding that the pros outweighed the cons. 24 Megan, a nineteen-year-old college student, discussed the thinking that took place before her episodes of self-injury:
I thought about it ahead of time. It was kind of like, "Wow, I really feel like crap, what will make me feel better?" And then it was like, "Well, I suppose I could cut myself, that made me feel better last time." Then I'd be like, "No, that's not a very good idea. That's not a healthy way to deal with your emotions." Then I'd brush those thoughts out of my mind. And then something else would happen and I'd be like, "Well, all right that's it. I can't deal with this anymore." I sat down and thought about if I wanted to do it or not and the pros and cons and what the consequences would be.
After giving up self-injury during his senior year of high school, Matt made a conscious decision to reengage. For him, the return to self-injury was not prompted by any specific event but because he missed it. "I think I wanted to have that feeling again, that release that I could only get from doing that, that calming sensation. And I'm not sure if there was anything really all that upsetting going on at that time." At the time of our interview, Matt was still self-injuring.
Like Matt, Liz, a twenty-five-year-old animal trainer who engaged in self-injury, thought ahead about her self-injury. She talked about her philosophy of planning:
A: I don't like being impulsive. I like making decisions, choosing how I'm going to live, how I'm going to do everything. It gives me a sense of control. Q: How would you plan it? How far in advance would you start thinking about it? A: Anything from a few hours to a few days. Depending on how long I can hold it off for. Q: So then do you think like, "Thursday would be a good night for it," or how does that work? A: Kind of, yeah. It sounds really weird just talking about it. Like I'll know what days I have to work with certain people and I'll know that ahead of time and be like, "Well ok, I know I'm going to be really stressed here, I might as well start thinking about it because I'm going to want to do it anyway." So unlike Matt, who deferred his gratification indefinitely, Liz oriented herself to specific days that would be good.
Another way of practicing self-injury nonimpulsively was to do it routinely. Hannah, a sophomore in college, established a ritual for herself shortly after she began to self-injure. Nightly, she read for a while, injured, and then went to bed. The evenings were her time to reflect on upsetting things from the day, but this eventually became so routine that she self-injured every night, regardless of her feelings. Some described the release they got from selfinjury as a sleep aid.
Finally, others made bargains with themselves about how and when they would self-injure. Lindsay, a thirty-two-year-old nurse's aide, described her thinking process:
A: Like I'll sometimes think, "Okay, well I can't cut now, so I'll promise to cut on a certain date." Even if I don't feel like it anymore, I've made myself that promise and to be able to trust myself then I have to keep it . . . Q: Is it more or less satisfying when you do it that way? A: Then it's more like it's something that has to be done and you do it because it has to be done. It's not something that you really look forward to, it's more like a chore, but you have to do it. And I've often done it sort of in rituals too, where I've done it for so many different reasons and everything that, I don't know, it's just different all the time.
All of these modes of self-injury eschewed the impulsive need to fulfill immediate urges and represented forms of conscious thought, decision making, and planning. They show individuals' rationality, agency, and control over their behavior rather than a pathological powerlessness.
Embracing Self-Injury
Many participants regarded their self-injury negatively and were often torn between their desire to do it and their feelings condemning it (see Adler and Adler 2005) . Some of the self-injury support groups on the Web had rules prohibiting people from speaking positively about the behavior. Those that fostered or "triggered" the behavior with photographs, suggestions for how to do it, or reinforcement were often forced to close. Yet, a percentage of the self-injuring population remained positively committed.
A first group took a passively positive position on self-injury. Sue, a twenty-eight-year-old elementary school teacher, managed a neutral stance on her self-injury by never thinking about it. Marnie, a fifty-one-year-old bank teller, eschewed thoughts about her self-injury as well. When asked about her future relationship with it, she stated that she focused her thoughts, instead, on the present. It just was not a part of her thinking process. Those who did think about it sometimes had thoughts of remorse or regret, but when they needed it, they were grateful it was there. They let nothing stand between them and the relief they wanted, and as long as they felt they needed it, they were committed to doing it, no matter what the consequences.
A larger (although still small) group expressed steady actively positive attitudes about self-injury. They took the "pros" that they weighed in their decision making and forged them together into a more unified philosophy. These people represented an informal Pro-SI movement, similar to one fashioned for the Pro-Suicide and the Pro-Ana (anorexia) and Pro-Mia (bulimia) movements (see Force 2005; Vannini, McMahon, and McCright 2005) . Pro-ED (eating disorder) movements view eating disorders as a lifestyle choice and not a medical or deviant issue. They have many Web postings and sites that offer tips on how to avoid eating and hide eating disorders from friends and family and how to calculate body mass index (BMI) and basal metabolic rate (BMR), "thinspiration" pictures, reverse triggers, recipes, fasting suggestions, poetry, photographs of extremely thin models and actresses, and support for resisting recovery.
The existence of a Pro-SI movement is still somewhat controversial. Eva, a thirty-year-old cashier, disputed the existence of a Pro-SI movement. Although she acknowledged that people openly expressed support to others who did it, she distinguished between people who were "not willing to recover just yet" and more outright encouragement of the behavior. Some suggested that people hid their Pro-SI orientation because they found expressing these views unacceptable.
People espousing a loosely Pro-SI orientation began by accepting it as a lifestyle choice. Vanessa, the twenty-year-old college student, expressed this philosophy:
It was on the Today Show or something, and they were doing this "seven-part series" which is so beating a dead horse on self injury, and they bring all these teenagers that are like, "I had a problem." And they're bringing all these psychiatrists and they're like, "These kids, they need help. It's a mental disorder." I was like, "That is so not it." It's just, it's a personal way of expressing emotion. It is a lifestyle choice; it's just the way you choose to express your emotions. I mean everybody has to have an outlet. You can go and do martial arts as your expression or you can do art, or you can cut yourself. If some people view it as a problem, if a cutter views it as a problem, then yes, they should get help because if they view it as a problem, then it is a problem. I never saw it as a problem. I just saw it as the way that I chose to do it.
Bonnie, a twenty-eight-year-old shoe salesperson, compared self-injury to other coping mechanisms. "Some people drink, some people do drugs, some people kill people," she asserted. She regarded life as difficult, although manageable. Her way of dealing with issues was to self-injure, and she decided that she might as well take a positive attitude about it. Her perspective was, "It's not a, 'Oh my god, I just cut myself, I feel like shit,' kind of thing. It's a, 'Oh hey, this kind of stuff is going on in my life. How else can I deal with it?' " For Bonnie, self-injury represented an effective coping tool. "Yeah, I think it's effective. I mean I'm not dead yet." Bonnie rationalized that people who injured themselves were better than those who injured others.
Part of the Pro-SI attitude involved rejecting the stigma. Lance, a twentyeight-year-old furniture salesman, explained how people could flip the stigma away from themselves and onto others. "Everybody knows that there's a lot of really bad stigma, but a lot of our views are that once you get past that, they're just getting after you or being upset because they don't understand what's going on. It could be a lot worse. So it's their problem, not your problem." By putting the problem onto others, he distanced himself from the stigma.
People were aided in their Pro-SI attitude by the community of people they encountered on the Internet. Cindy, the nineteen-year-old retail salesperson, noted that from going online, she found others doing the same things. That convinced her that she was not so abnormal and made her feel better. At Pro-SI sites on the Internet, people also found tips for improving their behavior. Cindy mentioned, for example, that she learned how to make a cleaner cut so she healed with less scarring. Bonnie learned to view her self-injury as better than hurting others, and hence, as a strength.
People espousing a loosely Pro-SI orientation also took a long-term orientation to the practice. Amy, a forty-two-year-old receptionist, asserted her intention to continue self-injuring forever. "Probably the only thing that will get me to change is if I die, that would be it." Others noted that they could sustain it over a lifetime because they were not doing it to kill themselves, they were just doing it.
When people conquered the stigma and shame of their behavior, they became less fearful of showing their scars. Lindsay, the nurse's aide, expressed the view, "Well, don't be ashamed to show your scars and people all just have to accept it and you go out there, you know, stuff like that." People who flaunt disreputable identities, what Goffman (1963) refers to as "minstrelization," may engage in these displays as expressions of freedom or defiance (see Sanders 1989 on tattooees and Wolf 1991 on outlaw bikers).
A final component associated with a Pro-SI orientation was its progression, the tendency for people to "notch up" their behavior, although this escalation may have preceded their more positive attitude. Many of these longterm self-injurers came to accept a level of bodily damage that might alarm nonparticipants. Amy, the forty-two-year-old receptionist, noted that she visited hospital emergency rooms often: I think I was going for stitches three to five times a week. . . . I circulated between the emergency room and some walk-in clinics and I would do different parts of my body so that it wouldn't look like I had so many stitches at one time.
Many Pro-SI people were older and had a wider range of experience with harming themselves and its consequences. As a result, they learned to manage their self-injury by developing pseudomedical skills. Liz, the animal trainer, learned how to take care of herself:
Q: And have you ever cut so much or so deep that it wouldn't stop bleeding? A: Yes. I've gone to the ER a couple of times for that and luckily my boyfriend knew how to stitch, so I went to him a lot too. Q: What'd he stitch you with? A: Just the same stuff that they do in the ER. You can get it pretty easily in Kentucky because of all the horses. We'd stitch up our own horses when something would happen. So we learned to stitch each other up.
Lindsay, the nurse's aide, explained that she also learned to manage more serious injury without medical intervention by tolerating a higher level of bodily damage. For her, just needing one layer of stitches became a relatively minor injury:
I won't go to the hospital if I just need a few stitches. If I'm cutting a whole bunch of times, I won't go to the hospital until I need between forty-five and fifty, unless it's life threatening or unless it's really going to complicate my life later on.
People such as this often developed other adaptive techniques, moving their self-injury around to different body parts, avoiding recutting or burning in the same area. As Mary, a thirty-eight-year-old salesperson, said, "Okay, an episode on the leg now, the next episode, better go to the stomach."
Embracing self-injury through the formation of a Pro-SI movement was impeded by the censorship of Internet sites that avoided condemning the behavior. Many people spoke about the high turnover of such groups, message boards, and chat rooms where they have congregated. Liz, the animal trainer, offered her guess as to why these tended to disappear so quickly:
A: I think it has to do with the negativity surrounding it. Like with Pro-Ana stuff, they just take it off. Their Web servers do and I think they're probably doing the same thing with that . . . Q: How do you find new sites? A: Usually one of the people from the sites before tells me, "Oh hey, look there's one over here." And you're like, "Okay, I'm coming." Or the e-mail group I'm on will mention one.
Pro-SI attitudes only coalesced into a loosely forming movement with the greater communication between self-injurers facilitated by the Internet. These value orientations and behaviors stood in stark contrast to the impulsive and pathological psychomedical model of self-injury.
Conclusion
Although public awareness of self-injury is still far from universal, it has grown significantly. With this has come a dramatic shift in our understanding of the nature and social meanings attached to this behavior. For many years, the topic of self-injury was an arena dominated exclusively by psychological perceptions and explanations, but in the late 1990s and early 2000s, this behavior changed and expanded in ways that thrust it increasingly into the sociological realm. In this article, we have discussed four ways that selfinjury has become more of a sociological phenomenon.
First, our data show that self-injurers are more diverse than traditionally depicted in the psychomedical literature. Although the types of individuals who pass through psychiatric institutions compose a portion of this population, they are augmented by a much larger group that has never been clinically treated or hospitalized. These noninstitutionalized self-injurers, lacking the postulated psychological syndromes, have always existed but have been notably growing in numbers since the 1990s. Traditional inpatient populations have been supplemented by three groups: the poor, weak, and powerless, who have high prevalence rates because they are structurally disadvantaged; the older, long-term self-injurers who have emerged from their isolated pockets, finding each other on Internet chat rooms, Web sites, and newsgroups; and the mildly disturbed, alienated, or typically angst-ridden teenagers and young adults.
Second, individuals have begun to "discover" self-injury in new ways, moving beyond the self-invention of the behavior so common before the 1990s. Psychologists consider self-injury a practice that emerges spontaneously in troubled individuals, yet we note the more widespread social learning of self-injury that has been transmitted through the media, health education, and peer group interaction. The psychomedical disease model, postulated as universal, overlooks the way self-injurers use their customary and ordinary sociological decision-making processes. Self-injury incorporates individuals' social perceptions, interpretations, anticipations, and evaluations to plan and project lines of action. As Sutherland (1939) noted in differential association theory, the way people learn deviant behavior and the general needs and values that drive it are expressions of the same processes as all other learning, needs, and values. Like the artificial tanning discussed by Vannini and McCright (2004) , self-injury represents, in part, a complex social process of symbolic interaction rather than purely a medical problem.
Third, the way people engage in their self-injury transcends the psychological model. Not merely pathologically impulse driven, contemporary selfinjurers carefully think about, consider, defer, and plan their behavior. In his study of gamblers, Rosecrance (1985b) noted that the prevailing illness model portrays gambling as pathological, with habitual gamblers driven by compulsion and unable to control their behavior. Gambling stands in the DSM III as an impulse disorder. Yet, virtually all investigations of gambling groups in natural settings have found little evidence of either compulsive or pathological behavior (Hayano 1982; Oldman 1978; Rosecrance 1985a; Scott 1968) . Like gamblers, individuals describe their self-injury as intentional and instrumental, guided by the social meanings they attach to the behavior. They learn through subcultural and interactional venues to recognize and interpret self-injury as an acceptable, albeit deviant, way of dealing with anger, confusion, and frustration. Many self-injurers would like to quit, but those who still practice it recognize its benefits as a coping mechanism and a means of self-expression.
Fourth, we see the beginnings of a subculture coalesced around the acceptance of self-injury as a voluntary choice and lifestyle. Participants report that it forms, at least for a period of time, a component of their selfidentity and a way of collectively communicating with and relating to others. People engage in a form of tertiary deviance (Kitsuse 1980) , justifying and embracing their self-injury. Although the psychomedical model individualizes the problem and deflects responsibility away from society, such as McCrea (1983) found with menopause, our research, grounded in the perceptions and interpretations of participants, also highlights the role of interactional, cultural, and structural forces and their contributions to the social transformation of this behavior.
The social meanings and social processes associated with self-injury in the twenty-first century carry implications for a moral passage constructing broader cultural definitions of this behavior, shifting it increasingly from the realm of mental illness to deviance. Although sociologists have more often documented the shift toward increasingly medicalized views of phenomena (Conrad 1992 (Conrad , 2000 Conrad and Schneider 1992; Williams and Calnan 1996; Zola 1972) , the populations and behaviors discussed here invoke a demedicalized interpretation. Self-injury thus joins homosexuality (Bullough 1993; Fleishman 1983) , gambling, eating disorders (Way 1995) , and drug use (Elliott, Huizinga, and Ageton 1985; Marcos, Bahr, and Johnson 1986) as a behavior increasingly defined as characterized by voluntary choice (Redley 2003) .
Mental illness moved from being seen in the Middle Ages as sinful to a medicalized definition in the twentieth century, diminishing its stigma. Selfinjury's movement in the twenty-first century from under the medicalized rubric of mental illness to the voluntary choice of deviance has further destigmatized it for some. To be seen as ill is to be derogated; to be seen as selfhealing is normal.
Some have questioned the notion that self-injurers have the free will necessary to enact voluntary choice (Burstow 1992; Jeffreys 1997) . They regard people "damaged" by traumatic events as psychologically unaware of the forces unconsciously driving their behavior (Liebling, Chipchase, and Velangi 1997) . Radical feminists, in particular, regard people's claims that their selfinjury is voluntarily chosen as a form of false consciousness, conditioned on them as victims of the patriarchal establishment. They would thus dispute the claims made by our participants as false constructions of a liberalistic, radical individualistic, libertarian perspective that fetishizes choice, since these people are blind to the structural forces that impinge on and condition them (Jeffreys 2000; Strong 1998) . We see this position as denying the ascription of agency to politically incorrect behavior.
Although the moral passage of self-injury has been slight rather than dramatic, we have seen two types of shifts: in its participants and in its symbolic meaning. Writing about "tinydopers," we (see Adler and Adler 1978) posited how marijuana smoking might shed its deviant connotation as it was transmitted between different populations; it moved from stigmatized outgroups to ingroup deviants, avant-garde ingroup members, normal ingroup members, and finally, children. Second, any progression from group to group is accompanied by comparable shifts in the connotations associated with a behavior, as Matthews and Wacker (2002) noted in discussing the moral passage of new practices from initially being defined as deviant to becoming eventually more centrist. Matthews and Wacker outlined a pathway wherein new ideas move from the fringe to the edge, to the realm of the cool, into the "next big thing," and finally, to social convention. Self-injury's passage has traversed both of these tracks (although not all the way), spreading demographically from the mentally ill ingroup deviants to a wide range of nonextraordinary adolescents, nearly a sacred group. At the same time, self-injury's social meaning has symbolically migrated from the fringe to the edge but not acceptable to the mainstream. These changing social definitions have potentially profound implications for the lives of self-injurers. Mitigation of their social stigma has diminished self-injurers' rejection, isolation, and alienation. The trend toward demedicalization may help free them from being technical objects of the psychomedical establishment and from its institutional control (Gusfield 1985) . The changing social meanings of self-injury are carving out a space in society where participants may assert their understanding that self-injury is the product of their active choice and free will; that if not normalized, it is at least becoming more widely known and less stigmatized; and that if not common, it is at least a persistent uncommon behavior. parents and/or legal guardians for minors. We gave to everyone a list of referrals to therapists who specialized in treating self-injurers. When we were doing face-to-face interviews only, these were concentrated in the greater Denver standard metropolitan statistical area (SMSA). As we branched out to telephone interviews, we expanded our therapeutic referral list to include individuals and treatment centers throughout the United States and posted this list on our Web site. We ended up interviewing only two people younger than eighteen (with minor assent and parental consent forms), but over time, our IRB requirements for interviewing youths became increasingly difficult to fulfill. We ceased accepting minors into our pool when we were told that our consent form wording must indicate that if parents were aware of their child's self-injuring and did not report that, we had to report them to the authorities. 8. One person sent a thank-you note after the interview, saying that although she had not known what to expect, she was deeply gratified to be able to talk to someone who was interested in while knowledgeable and nonjudgmental about the subject.
9. Although most people appeared to be very candid during their interviews, it is likely that some may not have confided completely about previous traumatic experiences.
10. Favazza (1998) alone has suggested that it may persist for a decade or two (typically no more than ten to fifteen years), with periods of waxing and waning occurring intermittently.
11. Some have noted as high a figure in their samples as 82 percent women (Hodgson 2004) . At the same time, others have asserted that male participants are more plentiful or equal in numbers to women Suyemoto and MacDonald 1995; Tyler et al. 2003) .
12. In 1988, Favazza and Conterio found that 7 to 10 percent of the psychiatric inpatients they observed engaged in self-injury, while ten years later, Briere and Gill (1998) found an inpatient rate of 21 percent. Among adolescent psychiatric inpatients, this rate has been higher. Darche (1990) suggested that this more focused population was self-injuring at a rate of 40 percent, while DiClemente, Ponton, and Hartley (1991) guessed that it could be as high as 61 percent.
13. The amount of self-inflicted injuries appearing in official ER statistics is difficult to gauge, because self-injury is clumped together with self-poisoning, the latter usually a genuine suicide attempt (Hawton and Catalan 1987; Sharkey 2003) . Compounding this is the problem that some people do both (Hawton et al. 1997) as well as the larger issue that most episodes of self-injury go undetected, with practitioners ending up in neither psychiatric wards nor hospitals (Pembroke 2000) . Setting aside these gigantic problems, studies of hospital admission in the United Kingdom estimated a substantial increase in rates and repetitions of self-injury in both genders during an eleven-year study in the 1980s and 1990s (62.1 percent increase in men and 42.2 percent increase in women), with estimates' rising to the level of 400 per 100,000 admits per year by the late 1990s (Hawton, Fagg, and Simkin 1996 ; NHS Centre for Reviews and Dissemination 1998). By 2005, in an American study, McCraig and Burt estimated that of 438,000 ER admits nationally as a result of self-inflicted injury, nonpoisoning accounted for 119,454 cases.
14. In 1988, Favazza and Conterio used one county's rates for people displaying "emotionally unstable personality" (similar to BPD) and assumed that one-eighth of all BPDs selfmutilate during a year. This led them to estimate a prevalence of 212 BPD self-mutilators per 100,000 in the general population. To that, they added the people with antisocial personality disorder, suicidal gestures and attempts, eating disorders, and all the other disorders, giving them a sum total estimate that 750 out of 100,000 people per year in the general population practiced self-injury. These figures are flawed because no one has an accurate sense of the population to which we can generalize the extent of these mental disorders, making the results Adler, Adler / Demedicalization of Self-Injury 563 difficult to generalize to more normative populations (Ross and Heath 2002) . Briere and Gil (1998) ventured that an estimated 4 percent of people self-injure in the general adult population, the Priory Group (2005) speculated that 20 percent of all British adolescents engaged in self-injury, and Laye-Gindhu and Schonert-Reichl (2005) found that 15 percent of the adolescents they surveyed in a school had self-injured.
15. Neither of the two major surveys of youth health, the National Longitudinal Survey of Youth (NLSY) nor the National Longitudinal Study of Adolescent Health (Add Health), have questions about self-injury. When queried about the absence of these topics, one member of these epidemiological teams indicated that IRB restrictions prohibited their asking questions about such a sensitive topic in a broad survey instrument (Jason Boardman 2005, personal communication) .
16. See Addington (2004) and Venning (2004) for the use of self-injury in lesbian circles. 17. See Bird (1996) , Gallmeier (1998), and Raphael (1988) for a greater discussion of male homosocial bonding.
18. This is a common characteristic of loners who lack a deviant subculture; see Adler and Adler (2005) .
19. One student, in response to being asked during the interview about the first time she ever heard of self-injury, replied, "Just when you mentioned it in class."
20. See, for example, Biernacki (1988 ), Faupel (1991 , and Jacobs (1999) on drugs; Spradley (1970) and Wiseman (1970) on heavy drinking; and Leseiur (1977) on gambling.
21. Whether the practice of self-injury occurs because of an impulsive urge or as the result of a conscious decision is a source of serious debate on self-injury Web sites. There are many who condemn people who do not do it out of impulse, arguing that the behavior is so bad that anyone who can resist the overwhelming urge to do it should. On the other side are those who defend their behavior as rational and reject the irresistible-impulse model. They advocate and defend the instrumental model. 22. Prus and Grills (2003) have discussed people's hesitation to pursue lines of action because of general cautions, earlier personal experiences, and concerns about the viewpoints and reactions of others.
23. Akers (1985) has suggested that in learning deviant behavior, people are influenced by "differential reinforcement," weighing the balance of rewards and punishments attached to different behaviors. 24. Becoming disinvolved and then reinvolved or oscillating in and out of their activities is a common pattern in the practice of deviance (Adler and Adler 1983; Prus and Grills 2003; Pryor 1996) .
25. Anorectics and bulimics use these message boards, chat rooms, and communities (such as http://ana.makeupyourmind.nu/, http://thinvision.conforums.com/, www.plagueangel.net/ grotto, Shrine to ANA, Tricks of the Trade, Thinspiration, and others) to share diet tips and poetry as well as to "vent" about problems related to their eating disorder or not. Close friendships sometimes develop between the people on a message board, and they sometimes exchange phone numbers or even meet in person. What is most disturbing about these sites to outsiders, however, may be the vast archives of "trigger" pictures they contain.
